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of Denture Teeth 


Compensating ARTICULATION 


PHILLIP M. CHERNOFF, D.D.S., Middletown, Connecticut 


DIGEST 

The arrangement and interrela- 
tionship of teeth in the construc- 
tion of artificial dentures is per- 
haps the most important of all 
the factors determining the suc- 
cess of denture use. This article 
points out some of the reasons 
why many dentures are doomed 
to complete failure or, if tolerat- 
ed by the patient, attain only a 
fraction of their potential utility. 
Methods for correcting some of 
these errors are presented and 
illustrated. 


Biologic Factors 
Considered 

Usually there is little or no attention 
given to biologic considerations in 
this phase of prosthetic dentistry. The 
“set-ups” are usually done by labora- 
tory technicians and are accepted by 
dentists with little or no change. Lab- 
oratory technicians work with- inani- 
mate unyielding materials and have 
little or no conception of the dentist’s 
problem. Certainly satisfactory results 
cannot be attained sight unseen, de- 
spite good bite-blocks. 

Difference in Fit Must be Consid- 
ered—It should be noted that a bite- 
block or baseplate fits in a different 
manner in the mouth from the way it 
fits on the model. The stone model is 
unyielding but the mucoperiosteum 
overlying the ridges in the mouth per- 
mits the baseplate (or the denture 
base) to seat or settle into the soft 
yielding tissue cushion. The yielding 
of the soft tissue cushion is greater 
under continued pressure and ac- 
counts for the “settling” of the den- 
tures during the first few weeks of use. 
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Compensation Required—Too of- 
ten, unless this phenomenon is orig- 
inally compensated for, the dentures 
will soon settle enough to be out of 
proper occlusion, and the intermaxil- 
lary bite relationship will not be the 
same as when the dentures were first 
inserted. It is frustrating to see this 
bite closure develop soon after the 
dentures are completed when much 
time and effort were spent in achiev- 
ing a satisfactory centric relationship. 


Method Used for 
Compensation 

To compensate for the anticipated 
settling of the dentures (1) achieve a 





1. Showing open bite on day of insertion. Spot grinding and milling will be re- 


good centric relationship, and (2) 
raise the lower occlusal bite-rim in 
the posterior region to the degree that 
the bite will be closed by spot grind- 
ing, milling, and settling. While this 
procedure starts the case with a slight- 
ly open bite relationship, it ultimately 
ends with the proper occlusion in the 
originally determined correct centric 
relationship. 

Lower Anterior Teeth Set Lower— 
To accommodate the anticipated bite 
closure the lower anterior teeth are 
originally set lower (in an open bite 
relationship) so that their esthetic 
value will not be marred by grinding 
or milling (Fig. 1). Thus the bite 
closure is accomplished by spot grind- 
ing and milling of the posterior teeth 
only. The greater amount of occlusal 


quired on the posterior teeth only, thus preserving esthetics of the anteriors. 
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9, Showing exaggerated overjet established to compensate 


, 








3.-Showing degree of bite closure brought about by spot 


lor the anterior component of the mandibular movement in’ grinding, settling and milling; three weeks after insertion. 
Compare with Figure 1. 


bite closure. 


ajjustment is done after the dentures 
we in use for two or three weeks. 
Spot Grinding and Milling—1. At 


he initial insertion only spot grinding 


‘qualized bilateral pressure. This is 
‘Issential for uniform seating. 
eetht 2. At the end of the first week addi- 
usallional spot grinding is done together 
vith peripheral correction of overex- 
tension. 
3. At the end of the second week, 
when considerable “settling” has tak- 
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4, Showing reduction of overjet accomplished by the up- 
vard and forward arc described by the mandible in its path 
0 centric occlusion, resulting from spot grinding and mill- 
"g; three weeks after insertion. Compare with Figure 2. 


en place, milling may be undertaken. 

4. At the end of the third week per- 
sistent sore spots on the mucoperi- 
osteum may indicate excessive pres- 
sure points rather than overextension. 
Occlusal high spots should be ade- 
quately relieved and the occlusion 
generally balanced with a final mill- 
ing. 

Bite Closure Obtained Gradually— 
It is gratifying to see the lower an- 
terior teeth (originally set out of oc- 
clusion) gradually move up into prop- 





> 





er position as the spot grinding, set- 
tling, and milling bring about a bite 
closure (Figs. 3 and 4). 

To Estimate Degree of Compensa- 
tion Necessary—The extent of com- 
pensating bite opening at the starting 
point of denture set-up is variable, de- 
pending on the thickness and resili- 
ency of the mucoperiosteum and the 
patient’s musculature. 

Characteristics of Mouth Studied— 
It is difficult to establish in precise 
mechanical terms the degree of bio- 





5. Relatively distal position of lower anterior teeth accom- 
modated by grinding the mesial surfaces of the lower first 
bicuspids. Good overjet is thus obtained without crowding 
the posterior teeth distally. 





logic reaction to pressure by variable 
soft tissue. It is possible, however, to 
achieve, with experience, a fair degree 
of accuracy in determining the prob- 
able amount of bite closure that will 
occur with denture use in any partic- 
ular case by a study of the mouth and 
its particular characteristics. 


Lower Anterior Teeth in 
Distal Relationship 

Another factor in the articulation 
of denture teeth that should be con- 
sidered is the anterior component of 
the upward movement of the mandible 
in its path to bite closure. However 
slight the forward movement may be 
—and this factor too is a variable one 
—it must be anticipated by arranging 
the lower anterior teeth not only 
lower, as mentioned previously, but 
somewhat distally so that in effect the 
set-up will appear to have the upper 
anterior teeth in an extreme overjet 
position (Fig. 2). 

Extreme Overjet Reduced—tThis 
seemingly extreme overjet, with pro- 
gressive bite closure, will be reduced 
to a normal overjet because the an- 
terior component inherent in the arc 
formed by the upward movement of 
the mandible will bring the lower an- 
terior teeth forward as well as up- 


ward, Compare Figure 1 with Figure 
3, and Figure 2 with Figure 4. 

Crowding of.Posterior Teeth Avoid- 
ed—To accomplish an accommoda- 
tion of the six lower anterior teeth in 
the distal relationship described with- 
out crowding the posterior teeth too 
far distally out of cuspal interdigita- 
tion, the author usually grinds the 
mesial surfaces of the lower first bi- 
cuspids (Fig. 5). 

Cusp-to-cusp Relationship Avoided 
—In the cuspal interdigitation with 
the uppers, the lower posterior teeth 
are set as far distally as possible with- 
out actually creating a cusp-to-cusp 
relationship. This relatively distal re- 
lationship of the lower cusps to the 
upper sulci is created to anticipate the 
anterior component of the mandibu- 
lar movement in closure. 


Additional Considerations 
in Procedure 

It is considered advisable to finish 
the upper denture first and to recheck 
and readjust the lower denture try-in 
to a completed upper denture. This 
procedure permits correction of varia- 
tions resulting from processing and 
also provides a more stable upper unit 
than is possible to achieve with a 
waxed-up |aseplate. 


We Can't Pay You. But= 


No DENTAL author can ever be paid 
for a valuable technical or scientific 
article. The value of such material is 
above a monetary basis. In the prepa- 
ration of a technical article, how- 
ever, an author often spends money 
for drawings, photographs, models, 
or graphs. We should like to help 


defray some of these expenses. 
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Until further notice DENTAL Dt- 
GEST will allow $25.00 toward the 
cost of the illustrations provided by 
the author of every article accepted. 

If you have a constructive idea, an 
innovation, a new result of tried and 
proved experiment, put it down in 
writing, illustrate it, and send the 
material to: DENTAL DIGEsT, 708 


Mouth the Final Articulator—Too 
much reliance upon the mechanical 
articulator and its stone models leads 
to failure and frustration. The mouth 
itself must be used as the ultimate 
articulator in constructing successful 
artificial dentures, because a mechan. 
ical articulator cannot duplicate some 
of the biologic factors that must be ac- 
commodated in denture construction, 

Biologic Response Must be Anitici. 
pated—No doubt every dentist has 
seen denture wearers whose teeth have 
settled out of sight with bite closure 
shortly after insertion of their den- 
tures; and cases with originally good 
overjet soon develop an edge-to-edge 
relationship in the incisor region. 
Many of these cases were esthetically 
and mechanically correct when com- 
pleted, but unfortunately biologic re- 
sponse was not anticipated and com. 
pensated for. 

Length of Service Important Fac. 
tor—As dentures are intended to 
serve for a number of years and not 
for just a day, they should not be 
built to achieve an ideal on the day 
of insertion but always for their util- 
ity and good esthetics after several 
months of use. 


159 Broad Street 


Church Street, Evanston, _ Illinois. 

A booklet of suggestions for the 
preparation of manuscripts, DIREC- 
TIONS To AUTHORS, will be sent to 
any dentist upon request. 

We can make suitable black-and- 
white cuts from Kodachrome trans- 
parencies. 

We hope that you will accept this 
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DIGEST 


1, The assistant should prepare the 
materials in advance so that they are 
ready for use. 


A Method of 


DRYING 


the MOUTH 


Without the Use 


of a Rubber Dam 


EINAR J. OLSEN, D.D.S., 
Cleveland, Ohio 
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2. Method is shown of placing Orasorb on saliva ejector. 


DIGEST 
Accustomed to the use of plastics 
and silicates in operative dentis- 
try, the patient will be grateful if 
the dentist can avoid the use of 
a rubber dam, thus preventing 
trauma to the periodontal mem- 
brane and the disagreeable as- 
pects involved in the ligation of 
the dam in the mouth and the ex- 
cess of material. The technique 


described herein for a method of 
drying the mouth without the use 
of a rubber dam is not recom- 
mended for use in the posterior 
part of the oral cavity, nor for 
the insertion of a gold foil resto- 
ration. For total success with the 
technique there are no short cuts. 
An able assistant is required and 
directions must be followed im- 
plicity. 








Materials Required 
In Figure 1 are shown the instruments 
and materials used in this technique: 

1. Orasorb (on the left) is made 
by the Surgident Company and comes 
in a cardboard-like carton, but it is 
shown wrapped in white tissue paper 
to add an extra touch of cleanliness to 
the office. A glass container can also 
be purchased in which to store the 
Orasorb. The material comes in a long 
piece and can be cut into any length 
desired. 

2. A waste receiver, cotton contain- 
er, and chip blower are needed. 

3. At the right are shown the con- 
tainer of Cottonoid made by Johnson 
and Johnson; S.S. White cavity lining 
and varnish; scissors; L. D. Caulk’s 
varnish applicators; No. 2, Johnson 
and Johnson 6-inch cotton rolls; and 
saliva ejectors. 

4. The cotton rolls are shown as 
they are cut. A piece of Johnson and 
Johnson Nu Fold Napkin may also be 
useful. 

5. The manner in which the cotton 
rolls and Cottonoid are placed is 
shown in Figure 3. 


Technique Used for 
Upper Jaw 

1. After cavity preparation on the 
mesial of an upper right central in- 
cisor, for example, has been com- 
pleted, cut a piece of Orasorb long 
enough to extend from Stenson’s duct 
on the right to Stenson’s duct on the 
left (Fig. 3). Tuck this piece of Ora- 
sorb under the labial and buccal por- 
tions of the upper part of the mouth. 
Proceed with utmost care because the 
absorbing qualities of these materials 
take effect immediately. 

2. Place the saliva ejector, covered 
with its Orasorb tubing, in a con- 
venient position in the mouth. 

3. Take an ordinary No. 2 cotton 
roll (Johnson and Johnson), cut it on 
the bias about 114 inches to 2 inches 
long. Then cut this piece of cotton 
roll lengthwise. 

4, Carefully remove the hard core 
of the cotton roll and place the half 
roll flat against the mucosa above the 
right central, making sure that it 
comes into contact with the Orasorb 
that is already in the mouth. The as- 
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3. Proper position of assistant’s fingers while holding materials in the patient’s 
mouth. 


4. Applying the cavity lining and varnish. 





sistant should hold these materials 
firmly in place. 

5. Cut a piece of Cottonoid cross- 
wise about 214 inches to 3 inches 
wide. Note that one side of the Cot- 
tonoid is corrugated and the opposite 
side is smooth. Place the corrugated 
side on the tongue and surrounding 
tissues, keeping the smooth side up as 
illustrated in Figure 4. This facilitates 
the easy removal of the Cottonoid 


when the operation has been com- 
pleted. 

6. After the insertion of the Cot- 
tonoid and Orasorb, take a small cot- 
ton puff (Fig. 2) and dry all the mu- 
cous membranes and tooth structure 
in the vicinity of the cavity to be 
restored, allowing sufficient working 
area. Use either an ordinary chip 
blower or an air syringe on the unit 
and dry the membranes thoroughly. 
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5. Nu-fold napkin may be used when saliva is copious. 
6. The position is shown of materials in the mouth for drying the lower jaw. 





7. After drying, dip a Caulk wire 
loop applicator (Fig. 4) into a bottle 
b of S. S. White cavity lining and var- 
nish, and paint all the tissue around 
.. the cavity, first on the labial and then 
on the lingual, being especially care- 


. ful to paint into the interdental papil- 
. lae of the gingival area surrounding 
\- the teeth. 

e 8. If some of the varnish should 
- accidentally get on the margins of the 
2 cavity, take a sharp chisel and trim 


p the varnish off all the margins of the 
t cavity. The field should now be ready 
for the insertion of the restoration. 
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9. With a patient who has an ex- 
cessive amount of saliva, place the 
Nufold Napkins beneath the Cotton- 
oid (Fig. 5) thus making it possible 


to insert the restoration in a dry field. 


Technique Used for 
Lower Jaw 

1. Cut three or four pieces of Ora- 
sorb of sufficient length to be inserted 
into the labial and buccal sulcus of 
the lower jaw. It will be found that 
in almost all instances approximately 
5 inches will be the right length of 


the Orasorb pieces. Two pieces are 


generally used in the labial fold. On 
the lingual two pieces about 41% 
inches long are generally used under 
the tongue (Fig. 6). The piece of 
Orasorb on the saliva ejector for the 
lower is about 2 inches longer than 
that used for the upper. 

2. At once place a piece of No. 2 
cotton roll about 2 inches long to the 
lingual of the tooth with the prepared 
cavity in it. Before placing this piece 
of roll in its proper place give it a 
twist so that it wil not be so stiff. 
Added pliability improves its absorb- 
ing qualities and thus helps to keep it 
in place. 

3. On the labial use the same type 
of cotton roll cut lengthwise as that 
used in the upper jaw, checking care- 
fully to see that the flat surface of the 
roll comes into contact with the mu- 
cosa and that the Orasorb has been 
placed in its proper position. 

4. Use the cotton roll puffs for dry- 
ing purposes, proceed with the chip 
blower, syringe, and varnish as used 
in the procedure for the upper jaw. 
Bear in mind that the assistant must 
hold these materials firmly in the 
mouth. Figure 3 shows the proper po- 
sition of the fingers in the upper jaw, 
and Figure 6 shows their position in 
the lower jaw. 

5. When removing the Cottonoid, 
Orasorb, and the cotton rolls from the 
mouth, be sure to moisten the materi- 
als with a warm mouthwash. This will 
prevent irritating the soft tissues of 
the mouth. Make no attempt to re- 
move the varnish from the gingival 
tissue. It peels off in about an hour. 

With the use of this method the 
mouth remains dry for approximatels 
twenty minutes. 


Conclusion 

Because the periodontal membrane 
is slow to regenerate from trauma and 
usually does not regenerate at all, var- 
ious ways were experimented with to 
find a method to avoid excessive trau- 
ma when applying the rubber dam. It 
is obvious why the technique de- 
scribed here is preferred to one in- 
volving ligating dental floss around 
the necks of the teeth and the neces- 
sarily traumatic use of instruments in 
the gingival trough. 

2010 East 102nd Street 




























































Full Coverage as an Approach 


to ORAL REHABILITATION = Part One 


VICTOR N. JAFFE, D.D.S., Washington, D.C. 


DIGEST 
There is a tendency on the part 
of many practitioners to regard 
operators who undertake oral re- 
construction (multiple jacket 
crowns, fixed splinting, precision 
appliances, cosmetic restorations 
in general, and crown and bridge 
construction) as specialists, fa- 
vored with a particularly wealthy 
or discriminating clientele, or 
“lucky.”? The former is a possi- 
bility, the latter could not be 
farther from the truth. Actually, 
in daily volume practice it is 
probable that most elaborate re- 
construction techniques are com- 
pletely disregarded. There is al- 
most a subconscious lack of 
recognition of the need for such 
procedure because of the possi- 
ble responsibility involved and 
the time required for its comple- 
tion. Shoulder type preparations 


made on an average of one a 
month are time consuming. 
Should such a preparation be re- 
peated, however, twice or more 
a day, it ceases tobe a chore, +:*.* 
becomes routine, and its pros- 
pect does not appear formidable. 

In this discussion emphasis is 
placed on full coverage shoulder 
preparations because the profes- 
sion as a whole has accepted such 
technique as synonymous with 
oral rehabilitation.* The pinledge 
and modified three-quarter crown 
still occupy an important place 
in restorative dentistry and it is 
not intended to neglect these 
techniques. 

The material from which this 
article is drawn does not consist 
of one or two isolated clinical 
cases, but includes several hun- 
dred successful results obtained 
during the past four years. 





Technique of Emergency 
Restorations 

This technique originated from the 
immediate necessity to enable a pa- 
tient to appear publicly during the 
reconstruction of an anterior max- 
illary bridge. An anterior fixed 
bridge restored a central and lateral 
incisor and was attached by two 
three-quarter crowns to the adjacent 
central incisor and the cuspid. Caries 


1Ewing. Joseph E.: Beautiful, but Glum. The 
Porcelain on Crown, J. Pros. Dent. 4:94-103 
(Jan.) 1954, 

“Brecker, S. Charles: The Porcelain Jacket 
Crown, St. Louis, C. V. Mosby Company, 1951. 

8Walton, Charles B.: Methodical Jacket Crown 
Preparation, JADA 47:1-5 (July) 1953. 

*Miller, I. Franklin: Personal Communication. 
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had occurred around these abutments 
and the bridge had loosened. The 
carious areas were such that the 
bridge could not be successfully re- 
cemented. 

Procedural Steps—l. The bridge 
was temporarily secured with sticky 
wax and the labial anatomy was re- 
stored. 

2. Tin foil was adapted over the 
labial and lingual surfaces of the 
teeth and an impression was taken in 
a small crown and bridge tray with 
plaster. 

3. When the impression was re- 
moved the tin foil adhered to the 


plaster and the bridge came out with 
the impression. The bridge was re- 
moved from the impression. 

4. The abutment teeth were pre- 
pared for full coverage with shoulder 
jacket types of preparation. 

5. The nearest basic shade of self- 
curing acrylic resin was mixed and 
a bulk of it placed into the tin-foiled 
plaster impression. 

6. This was quickly reinserted into 
the mouth and allowed to cure. 

7. The all-acrylic resin one-shade 
bridge was removed with a Morrell 
Crown remover and the excess flash 
was disced off. 

8. After polishing, the bridge was 
reinserted and secured by using a 
smear of zinc oxide and eugenol. 
This “tin foil and plaster” technique 
is still used as applied to the restora- 
tion of broken facings. 

Simplified Technique — Often a 
simpler technique is used as described 
by Talkov5, using one of the alginates 
as the impression medium rather 
than the plaster: 

1. The impression is blown as dry 
as possible with air and the monomer 
is dropped into it by a pipet followed 
by the acrylic resin powder. 

2. Just before the resin becomes 
tacky the impression is reinserted into 
the mouth and the resin is allowed 
to cure as before. 

This method has become routine 
procedure in our office for single 
jackets as well as for multiple splinted 
restorations and one of the laboratory 
acrylic resin powders is used with a 
self-curing monomer (Fig. 1). 

Disadvantages — Obviously there 
are some difficulties: 

1. A burning sensation may be ex- 

5Talkov, Leo: Temporary Acrylic Fixed 


Bridgework and Splints, J. Pros. Dent. 693-702 
(Sept.) 1952. 
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1A, Alginate impression dryed and ready to receive 
acrylic resin polymer and quick cure monomer. 


1B, Cold-cured splint removed ready for trimming. 


perienced by the patient from the 
monomer and sometimes an actual 
chemical burn of the mucosa is evi- 


dent. This does no permanent damage 


and heals rapidly. 

2. If one is not careful to eliminate 
undercuts in the preparation, the 
acrylic binds and cannot be removed 
without fracturing either the tooth 
or the acrylic. The restoration usu- 
ally is removed quite easily but in 


2A. Cingival recession at neck of jacket after some years 


of use. 
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1D 





construction, 


extreme cases the acrylic may be split 
axially along the abutment and later 
repaired with monomer and polymer 
by the brush-on method. 


Necessary Recognition of 
Full Coverage 

If the approach to restoration were 
made with full coverage in mind and 
opportunities were noted for cosmetic 
improvement as well as for essential 





1C, Splint after removal of flash and light polishing. 
1D. Immediate splint in place to be worn until final re- 


restorative procedures, the technique 
of shoulder preparation would show 
improvement from repetition. 
Consideration of Extensive Reha- 
bilitation — Furthermore, diagnostic 
thought would be directed more 
in terms of extensive rehabilitation, 
since such rehabilitations are merely 
multiples of a single reconstruction. 
Development of Technical Skill— 
These opportunities are a combina- 


2B. New jacket esthetically correcting defect. 





3A. .Congenitally absent lateral. 


3B. Stock plastic tooth ground to fit slightly overlapping 


3C, All porcelain two-in-one jacket crown. 


central at incisal for testing esthetic quality. 


3D. Completed restoration, 





tion of essential restorative procedure 
as well as cosmetic considerations. 
They also will develop the operator’s 
technique in the execution of the 
shoulder preparation as well as the 
ability to think in terms of extensive 
reconstruction. 


Examples of Full Coverage 
Often Overlooked 

(1) There may be an existing up- 
per anterior porcelain jacket of which 
the cervical margin is exposed 
through years of gingival recession 
(Fig. 2). Too often this condition 
is not called to the patient’s attention. 
The economic factor need not be ex- 
cessive because the preparation is 
basically done. The following steps 
are taken: 

1. An alginate impression is taken 
of the upper arch and when removed 
is laid aside in a bowl of water. 

2. The old jacket is slit labially by 
the use of a separating disc and split 
off with a chisel. 

3. Using a spray of cold water 
(routine in all preparations) to con- 
trol the temperature, a new gingival 


is 


shoulder is cut with a Number 558- 
599 tungsten carbide bur used axially 
in a straight handpiece until it is just 
under the free margin of the gingiva. 

4. The alginate impression is cen- 
trifugally freed of water by twirling 
the impression around, using a piece 
of dental floss tied to the handle. 
Acrylic resin polymer of the desired 
shade is dropped into the negative of 
the tooth to be jacketed, employing 
an eye dropper. Self-activating. mon- 
omer is added and just as the mix 
appears to become tacky the impres- 
sion is reinserted into the mouth and 
allowed to set. 

o. On removal of the impression, 
the temporary immediate acrylic 
jacket will be adapted up under the 
gingiva with a cosmetic result. 

6. The crown is removed and the 
flash trimmed. 

7. The jacket is cemented with 
temporary cement and another ap- 
pointment is made. At this sitting, 
the preparation may be further re- 
fined, a tube impression taken and 
eventually, through the use of a 
copper die and metal transfer coping 


and plaster impression, a new porce- 
lain jacket or veneer is constructed. 

8. If any other full coverage crowns 
are indicated, the patient is now in 
a receptive frame of mind, mostly 
due to the impressiveness of the im- 
mediate temporary restoration. 

(2) Porcelain jacket crowns could 
be employed more frequently on 
lower bicuspids. Those teeth where 
caries or restorations are at the 
gingival as well as mesial and distal 
can be improved by full coverage. 
The esthetic result is quite visible to 
the patient and an immediate replace- 
ment technique may be used. 

(3) Anterior conditions may be 
seen in which there are congenitally 
absent or impacted lateral incisors 
resulting in cosmetic disharmony of 
the upper arch (Fig. 3). The follow- 
ing procedure may be completed: 

1. A stock plastic lateral tooth may 
be ground and fitted directly into 
the. space between the cuspid and 
central, just slightly overlapping the 
central at the incisal. 

2. This is luted to place with wax, 
or even painted to place using the 
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4A, Centrals too wide for harmony, 
placed to eliminate midline diasthema. 
4B. Cosmetic effect achieved in the 
same mouth utilizing a more even di- 











brush-on method of self-activating 
resin. The cosmetic result is at once 
effected and the patient can see the 
desirability of further procedure. 

3. An alginate impression is taken 
and the cuspid prepared convention- 
ally using a shoulder preparation. 

4. The alginate impression is rein- 
serted with the plastic inside and the 
resultant crown (literally two in one) 
will continue to meet with approval. 

5. After the impression is removed 
it should be poured in stone and sent 
on to the laboratory to aid in the 
anatomy of the porcelain or veneered 
restoration. 


6. In the case of a bilateral condi- 


tion, the procedure is repeated on the 
other cuspid. 

(4) A maxillary midline diasthema 
is not necessarily unesthetic; how- 
ever, the appearance of many mouths 
can be improved by its elimination. 







































If porcelain jacket crowns were con- 
structed on the centrals closing the 
space, the result would be centrals 
that are too wide for harmony. When 
such a corrective procedure is sug- 
gested to the patient the procedure 
should always involve the laterals as 
well as the centrals, dividing the space 
up more gracefully (Fig. 4). It is 
even permissible to leave a slight 
diasthemic space distal of one or both 
laterals as the visual focus is now re- 
moved from the median line. Im- 
mediate temporary plastic jackets are 
first constructed as previously de- 
scribed. 

(5) “Pegged” lateral incisors in 
an otherwise satisfactory mouth de- 





vision of all four incisors. 

4C, Slight diasthemic space permis- 
sible distal of laterals since visual 
focus is removed from the midline. 





mand cosmetic jacket rehabilitation. 
Needless to repeat, a shoulder prep- 
aration should always be made where 
possible. 

(6) Often in adult dentitions where 
orthodontic correction is impractical 
and there is an overjet with proximal 
spacing, the four incisors can be 
jacketed and the overjet reduced. 
Here consideration of the bone factor 
may indicate splinting these teeth 
using unit type bridge construction 
or veneer soldered together to hold 
the position. The incisors could also 
be extracted and the reduction in- 
corporated in a fixed restoration 
(Fig. 5). The four incisors that pro- 
trude can be brought back materially 
by beveling the incisal edges of the 
opposing occlusion. 

(7) There are occasions where an 
anterior tooth such as a central has 
mesial and distal caries involving the 








SA. Reduced interalveolar distance and extreme vertical 
overlap. 
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aB. Finished fixed reduction accomplished by extraction 


of upper incisors and beveling of lower incisoral edges. 






GA. A broken down central. 


an alginate impression. 





6C. The jacket crown preparation. 
GB. Restoration of anatomy is made in wax before taking 6]. Immediate acrylic crown, self-cured directly in the 
mouth, made in previous alginate impression. 





incisal corners to such a degree 
that their replacement successfully is 
doubtful. Also the degree of caries 
may extend to such a point that the 
pulp might be involved if restorative 
material is placed permanently upon 
that area without a cement base. The 
following steps may be taken: 

1. Rather than recommend these 
teeth for removal, the tooth is again 
built up with wax and an alginate 
impression is taken (Fig. 6). 


2. The tooth is prepared as for a 
jacket preparation and restored with 
an acrylic jacket directly cured. This 
is removed for finishing and then 
cemented to place. 

3. This jacket, though not of the 
caliber of a heat-cured one, or of a 
porcelain reconstruction is an ade- 
quate economical esthetic restoration 
that can remain in functional usage 
for some years after it is cemented 
in position. 


The work involved is less time con- 
suming and requires less skill than 
do mesial and distal silicate or plastic 
corners and no one will take issue 
with the fact that this procedure is 
better than adding it to a partial 
restoration and certainly less involved 
than fixed bridge construction. 


(End First Installment) 


1314 18th, Street, N. W. 





HOWARD P. ROME, M.D. 


The Problem of Pain 


Obviously, the physician treats the 
patient and not his disease or his 
symptoms alone. This treatment re- 





Ir IT is agreed that pain is purely 
a subjective phenomenon, it is use- 
less to debate whether treatment 
should be physical or psychologic. 


quires some understanding of him, 
his physical state as well as his 
attitudes and psychologic values. 


Nothing less than the whole person 
participates in the experience of 
pain. 

From Staff Meetings of the 
Mayo Clinic 31:226 (April 4) 
1956. 
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Anatomic Considerations 


in MANDIBULAR DENTURE Extension 


ARTHUR J. KROL, D.D.S., Chicago 


DIGEST 

There are two important objec- 
tives in the proper extension of 
the lower dentures (A) maxi- 
mum retention, and (B) maxi- 
mum support. Frequently by at- 
taining one, the achievement of 
the other is advanced. As the 
various anatomic landmarks are 
discussed, their role in retention 
and/or support are described in 
detail. 


A 


Pear-shaped Pad Area (A) 
Since this area is more frequently re- 
ferred to as the retromolar pad area, 
the question of terminology arises. 
Anatomically speaking the term “re- 
tromolar pad” is applied to a soft 
smooth elevation of the mucosa which 
is found behind the retromolar (gin- 
gival) papilla and consists of loose 
connective tissue with an aggregation 
of mucous glands. | 
Appearance of Pear-shaped Struc- 
ture—In a patient who has lost the 
third or second and third molars, the 
soft retromolar pad remains visible 
and in its normal position. Immediate- 
ly anterior to it and blending with it, 
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a pear-shaped structure often appears. 
It consists of fibrous tissue of the same 
kind as that forming the gingival mu- 
cosa and marks the distal termination 
of the edentulous alveolar ridge. 
Proper Coverage Important — As 
pointed out by Craddock’ this is the 
structure that should be covered in its 
entirety by the mandibular denture. 
Proper coverage of this pad is im- 
portant for both retention and support. 





1Craddock, F. W.: Retromolar Region of the 
Mandible, JADA 47:453 (Oct.) 1953. 


Retention Established — Retention, 
primarily against the superior dis- 
placement of the distal ends of the 
denture when the patient incises 
upon the anterior teeth, is acquired 
because of the peripheral seal estab- 
lished by the slight compression of the 
pad generally obtained in most den- 
ture techniques. 

Integrity of Bone Maintained—Sup- 
port is also acquired because the in- 
tegrity of the bone underlying the pad 
is maintained, probably due to the 
stimulation arising from the contrac- 
tion of the deep fibres of the temporal 


muscles that insert in this region. 





1. (A) Pear-shaped pad area; (B) masseter area; (C) buccinator area; (D) buc- 
cal frenum area; (E) mandibular labial area; (F ) labial frenum area; (G) lingual 
frenum area; (H) sublingual gland area; (I) mylohyoid area; (J) retromylo- 


hyoid area. 
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Masseter Area (B) 

In this region, the denture is lim- 
ited primarily in a lateral direction 
by the action of the masseteric mus- 
cle; that is, when the patient occludes 
forcibly, the masseter exerts a medial 
force against this border. 

Cause of Forcible Action — The 
masseter cannot displace the denture, 
inasmuch as it does not act forcibly 
until resistance is encountered when 
either the maxillary and mandibular 
teeth are in occlusion or when a bolus 
of food is interposed between them. 

Effect of Overextension—lIf the den- 
ture is overextended, however, this 
region becomes extremely sore and 
when the overextension in this area is 
eliminated, a loss of retention, espe- 
cially during the act of incision, may 
be encountered. This is due to a break 
in the peripheral seal, as the mucous 
membrane that was stretched laterally 
during the impression technique be- 
comes flaccid leaving a void between 
denture border and tissue. 


Buccinator Area (C) 

Proper extension in this region usu- 
ally provides the best supporting area 
for the lower denture. Maximum ex- 
tension should always be sought here 
and is quite easily achieved; the buc- 
cinator muscle fibers along this area 
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of attachment run in an oblique direc- 
tion to the modiolus and, therefore, 
have little displacing action on the 
denture, tolerating what would be con- 
sidered overextension with regard to 
the other muscles. 

Reference to Buccal Shelf — This 
area is referred to as the buccal shelf 
because of its broad surface. Proper 
coverage by the denture distributes 
the load of mastication more widely. 
Also the contraction of the buccinator 
muscle provides some stimulation to 
the underlying bone making it more 
resistant to resorption. 

Ingress of Air Prevented—Periphe- 
ral seal is relatively unimportant in 
this region because the cheek main- 
tains close contact with the buccal 
surface of the denture preventing any 
ingress of air. Note the flare of the 
buccinator flange of the denture in the 
diagram. 


Buccal Frenum Area (D) 
Here again, there is little danger of 
losing peripheral seal, due to the in- 
timate contact of the cheek with the 
denture. Routinely the denture should 
be notched sufficiently deep to allow 
for complete freedom of the buccal 
frenum. Furthermore, in the area of 
the buccal notch, the denture should 
be kept as thin as possible to allow for 
the action of the triangularis muscle.* 
If this is not accomplished or if the 
teeth in this area are set too far buc- 
cally, the triangularis muscle will have 
an adverse effect on denture retention 
as shown by Fish*, for when the ori- 
gin, insertion, and function of the tri- 





*Nomina Anatomica, Baltimore, Williams and 
Wilkins Co., 1956, lists the term “musculus 
depressor anguli oris’’ with the following state- 
ment: “‘It was generally felt that, where possible. 
the functional aspect of the facial muscles should 
be indicated in their names.”’ 

2Fish, E. W.: Principles of Full Denture 
Prosthesis, ed. 5, New York Staples Press, 1952. 





angularis is considered, it can be read. 
ily seen that as this muscle contracts 
along with its mate on the Onposite 
side, they will tend to “squeeze” the 
denture off the ridge. 


E 


Mandibular Labial 
Area (E) 

In this region, there is one muscle 
of prime importance; namely, the 
mentalis. It is located laterally to the 
inferior labial frenum and will not 
tolerate overextension. Where reten- 
tion is poor to begin with, the men- 
talis will readily elevate the lower 
denture unless this border is accurate- 
ly established by muscle trimming. 


fe 


Inferior Labial Frenum 
Area (F) 

Frequently the inferior labial fre- 
num is not clinically visible, but when 
the lower lip is stretched, it will ap- 
pear. When this occurs, the denture 
should be notched sufficiently to ac- 
commodate the frenum. 


Lingual Flange Area 

Before considering the individual 
areas, a general remark can be made 
that applies to the entire lingual flange: 

Since the peripheral seal is readily 
broken as the floor of the mouth ele- 
vates and drops, vigorous movements 
of the tongue in muscle trimming 
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should be avoided to allow for maxi- 
mum extension. This extension aids 
in maintaining the lingual seal and 
likewise provides a shelf against which 
the tongue can rest to retain the den- 
ure on its ridge. In view of the fact 
that extreme tongue movements are 
not ordinarily performed during the 
normal eating, swallowing, and speak- 
ing process, these movements should 
be avoided in establishing the lingual 
border and advantage should be taken 
of the longer flange provided by the 


more limited or normal movements. 


Lingual Frenum Area (G) 

The notching of the denture in this 
area to permit free movement of the 
lingual frenum should be done judi- 
ciously. Excessive reduction of this 
denture border can result in an almost 
total loss of denture retention. Since 
the genioglossus muscle influences the 
length of the flange in this area, possi- 
ble displacement of the denture can 
occur when overextension exists. For- 
tunately, during normal functional 
movements of the tongue the geni- 
oglossus does not contract to its fullest 
extent as it does in extreme protrusion 
of the tongue, hence permitting some- 
what greater extension of the denture 
than might be apparent upon cursory 
examination. 


= 


Sublingual Gland Area (H) 
Frequently in this region, the den- 
ture border can be extended somewhat 
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medially under the tongue to form an 
inclined plane upon which the tongue 
can rest, thus retaining the denture 
upon the mandibular ridge. Again 
maximum vertical extension is desired. 


Mylohyoid Area (I) 

The mylohyoid ridge should not be 
the determining factor in limiting the 
lingual flange in this area. The mylo- 
hyoid muscle descends almost vertic- 
ally and seldom is elevated to a de- 
gree that would tend to displace the 
denture. In most instances, the lingual 
flange extends below the mylohyoid 
ridge and is determined initially by 
the elevation of the floor of the mouth 
as the patient wets the lips with the tip 
of the tongue. Later this extension can 
be modified to accommodate the ac- 
tion of the mylohyoid muscle in deglu- 
tition. 


Retromylohyoid Area (J) 

This is perhaps the most complex 
region to deal with in establishing the 
lingual flange. Yet maximum exten- 
sion vertically and posteriorly is de- 
sired to permit the posterior portion 
of the tongue to rest against this flange 
and aid in its. retention. 

Limitations — The borders of this 
flange are limited posteriorly by the 
action of the palatoglossus muscle and 
inferiorly by the action of the lingual 
slip of the superior constrictor muscle. 





Upon swallowing, these muscles as 
well as the mylohyoid are readily ac- 
tivated, and when infringed upon, a 
sore throat results. 

Preimpression Examination Impor- 
tant — Careful examination of the 
depth of this area prior to obtaining 
an impression is essential. In estab- 
lishing the length of the denture bor- 
der in this region a technique similar 
to that used to acquire the mylohyoid 
flange may be employed. 


Conclusions 
1) The various anatomic areas per- 
tinent to successful mandibular den- 
ture construction have been presented. 
2) Asacorollary, careful examina- 
tion and study of the anatomic land- 
marks is imperative in attaining max- 


imum retention and support. 
4255 West 63rd Street 





Should the 
Superior Labial 
Frenum Be 
Excised and. If 
So. When ? 


Major Comment 
A truly enlarged frenum must be 
excised; some will atrophy. 

Watch as the permanent incisors 
erupt. The frenum may persist un- 
til eruption of the permanent 
cuspid. 

Watch for tongue and lip habits. 
They, not the frenum, may be 
causing spacings. 

If frenectomy is resorted to, it 
may be best to use an appliance im- 
mediately so as not to be impeded 
by scar tissue. 


Added Comment 

1. (a) Watch for hereditary fac- 
tors. If the teeth remain upright, 
chances are such factors are 
present. 

(b) Always advise surgical 

removal, not clipping. 
Adapted from Editorial, A Panel 
Discussion of Orthodontics, Amer- 
ican Journal of Orthodontics 40: 
386 (May) 1954. 


















The FREE-END SADDLE Prosthesis 


Part One 


ISAIH LEW, D.D.S., New York 


DIGEST 

One of the most difficult, and 
often one of the most discourag- 
ing problems confronting the 
prosthodontist is the unilateral 
free-end saddle restoration, parti- 
cularly in cases where only the 
molars are missing and the rest 
of the arch is intact. This article 
describes an appliance evolved by 
the author which forms a single, 
functional, and economical uni- 
lateral restoration. 


Types of Replacement 
Commonly Used 

The traditional solution for this type 
of replacement is usually one of the 
following techniques: 

(a) The lingual bar appliance, eith- 
er cast or wrought clasps, utilizing the 
contiguous bicuspid for clasping, with 
the lingual bar extending to the oppo- 
site molar for additional stability. 

(b) The lingual bar with the pre- 
cision attachment of various types and 
shapes, with modification of abut- 
ments with the cast crown. 

(c) The single cantilever, or splint- 
ed bicuspid cantilever, with the molar 
pontic attached to the joined crown. 

Factors to be Noted—With the com- 
monly used restorations several im- 
portant observations can be made: 


(1) Psychologically and economic- 
ally patients resist the concept of the 
need for accommodating to such ex- 
tensive prosthesis for a relatively small 
area of tooth replacement. 

(2) Functionally, the slightest dis- 
placement on the molar saddle area, 
under function, causes movement of 
the entire appliance and/or the abut- 
ment teeth, effecting the following 
consequences: 

Where the clasps on the abut- 
ments are secure or rigid, as in cast or 
precision attachments, the molar will 
show rapid bone destruction with ac- 
companying vertical pocket formation 
and periodontoclasia. The bicuspid, 
similarly, shows deterioration of sup- 
porting tissue, usually in mesial-distal 
aspects. 

For these reasons, a careful scrutiny 
of patients exposed to such restora- 
tions will more often show the appli- 





1. Schematic view of the Lew Unilat- 
eral Free-end Saddle restoration. (a) 
Model of prepared abutment teeth for 
veneer crowns. (6) One piece casting 
splinted veneer crowns with inter proxi- 
mal box and retention form, using 
equipoise principle in design. (c) Sche- 
matic cut-away view of completed re- 
movable portion of the restoration. The 
saddle is compressible from 1 to 2 but 
is prevented from upward movement 
by horizontal pins, 3-inch hinge design. 


ance reposing in the bureau drawer 
than functioning in the patient’s 
mouth. 

(3) The use of the cantilever is 
often satisfactory where only one molar 
is in position. Where the second op- 
posing molar is still in the arch this 
tooth begins to elongate, a great deal 
of torque is created on the abutment 
teeth with accompanying periodontal 
symptoms, and often a distal drift of 
these abutment teeth becomes appar- 
ent. 

Patient Objections — In all of the 
methods to restore a healthy complete 
arch that have been described, the 
patient is reluctant to use the appli- 
ance and the result is deterioration of 
the upper dentitions over the saddle 
area, that is, bone absorption, elonga- 
tion of teeth, movement of contiguous 
bicuspids, and resulting malocclusion. 


New Appliance Evolved 
Because of the drawbacks observed 
in the conventional techniques, efforts 
were directed toward effecting the re- 
storation of the unilateral free-end 
saddle with a prosthesis that would 
prove simple, economical, and com- 
fortable; that would eliminate the 
cumbersome lingual bar and still re- 
tain rigidity, stability, and resistance 
to displacement under function. To 
this end, the Lew Unilateral Remov- 
able Free-end Saddle prosthesis has 


been evolved. 
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Description — The appliance con- 
sists essentially of three units, scien- 
tifically designed, to overcome most 
of the functional stresses and objec- 
tions in the conventional prosthesis: 

(a) The Abutment Crowns: These 
are usually two splinted contiguous 
teeth with cast gold veneer crowns 
surveyed for efficient clasping and re- 
tention (Fig. 1), with the interlocking 
box prepared at the junction of the 
two crowns. The entire retention por- 
tion (the mesial lingual of the first 
bicuspid and distal lingual of the sec- 
ond bicuspid), and the interproximal 
box are fabricated in the crown, keep- 
ing all clasps out of sight on the lingu- 
al surface. Occasionally, when the pa- 
tient finds it difficult to manipulate re- 
moval of the appliance, a labial gingi- 
val arm is added. 

(b) The Saddle Area: This is built 
around the cast Vitallium® ridge with 
the hinge buried under the molar in 
the acrylic (Fig. 1C). 

(c) The Cast Metal Frame: This 
consists of the surveyed lingual clasps, 
the Vitallium distal extension hinge, 
and the cast metal ridge. The clasps 
are fabricated directly in the crowns, 
assuring maximum precision of fit 
and retention. They are designed and 
cast in one unit, including the distal 
extension hinge and saddle. The hinge 
is only activated after the acrylic is 
processed (by heating the appliance 
to a moderate temperature) and care- 
fully moved in the vertical aspect 
(Fig. 1C), until the degree of hinge 
movement commensurate with tissue 
compression and displacement under 
function is obtained. 

Restoration in Function — A func- 
tional restoration has been achieved 
in which stresses of mastication are 
dissipated in the saddle area and tis- 
sue-bearing mucosa with minimal 
stress transmitted to the abutment 
teeth. At the same time adequate re- 
tention has been achieved as well as 
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2. Completed veneer crowns and re- 
movable section of the appliance, lin- 
gual view. 

3. Preparation of abutment teeth. 


4, Completed appliance. A model arch 
8 restored. Anterior tongue space is 
free. 
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resistance to displacement under the 
usual masticating experience. 


Procedure 

The efficiency of the appliance is 
directly proportional to the care ex- 
ercised in its planning and execution. 
For this reason the following proced- 
ure is usually employed: 

1. The abutment teeth are prepared 
for cast veneer crowns in the tradi- 
tional manner, using the modified 
Thompson hydrocolloid technique. A 
bite hydrocolloid tray impression is 
taken. 

2. Diolite dies and model are made 
in the laboratory. Careful attention is 
given to its position in relation to the 
free-end saddle. 

3. This technique makes it possible 
to cast two or three splinted units in 
one piece, eliminating soldering joints, 
and facilitates fabrication of precision 
boxings and surveyed design of clasp- 
ing surfaces. 

4. The same model with the cast 
crown car be used for fabrication of 
the distal hinge assembly. 

5. On the second visit the com- 
pleted assembly is ready for a try-in. 

6. On the third visit the entire 
prosthesis is cemented and placed in 
position. 

The Lew Unilateral Removable 
Free-end Saddle prosthesis can be 
easily relined after several years of 
function to accommodate possible loss 
of vertical, without affecting the distal 
extension hinge function. 


Conclusion 

The author reports a simplified 
technique used on approximately twen- 
ty-five patients over a period of five 
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5. Labial view. Note healthy gingivae on the abutment teeth. 


G. Lingual aspect of the same patient. Actual photograph of the Lew appliance 
in the mouth for several years. Note: a labial arm is added to facilitate removal 
of the appliance by the patient but is not necessary for retention. 





years. All of these patients had ex- the concept of the lingual bar appli- 
perienced unsatisfactory prosthetic re- ance. 
placements previously, or had resisted 200 Central Park South 








Methods of Caries Control 


AT THE moment, we have several 
methods, each of which is capable 
of controlling caries to some extent. 
Artificial fluoridation of water sup- 
plies deficient in fluorides is the 
most promising; and the topical 


application of fluorides to the teeth spaces clean, rather than to fill 
of children and possibly adoles- them with sticky carbohydrate 
cents may also help. Less hopefully, debris. 

we should encourage people to eat 

foods which have to be chewed and From Annotations, Lancet No. 
which help to keep the interdental 6935:182 (July 28) 1956. 
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UNTIL THE cause of cancer is established, the early 
detection of the disease is the course that gives the 
most hope for successful treatment. Cancers that 
grow in internal organs have often spread and scat- 
tered to other tissues before a diagnosis is made. 
Treatment by surgery or irradiation for such lesions 
is palliative at best. Cancers of the mouth occur in 
positions that are readily seen and are thus amen- 
able to early treatment. 

Any lesion of the mouth that does not heal 
promptly, that presents a leukoplakic appearance, 
that shows evidence of lymph gland involvement 
should be suspect. The dentist should not attempt 
treatment of these conditions. It is a waste of life-sav- 
ing time te temporize with such lesions. The dentist 
should refer the patient without delay to a qualified 
oral surgeon, not to a general medical practitioner. 

In the course of a dental practice among adults 
every dentist may expect to encounter a few of these 
cases of grave malignant disease. If the dentist is 
alert to the implications of these conditions he can 
save lives and take his rightful place as an import- 
ant member of the healing professions. 

Morfit’ has stated the problem of cancer of the 
mouth succintly: 

“Patients with cancer of the mouth and neck gen- 
erally have one of three broad presenting com- 
plaints. The commonest one, of course, is a sore in 
the mouth which fails to heal with routine medica- 
tion. It usually is painless, and the patient may dis- 
cover it by chance during his daily toilet, or the tip 
of his tongue may encounter a change in contour in 
one of the various recesses of his mouth or perhaps 
he may find that his dental plate no longer fits and 
he thus becomes aware of an ulcer on his gum. 

“A second group of symptoms is associated with 
tumors arising further back in the throat. These pa- 
tients complain of dysphagia, pain in the ear or re- 
ferred to the ear and, if the tumor is anywhere in 
line with the airway, signs of respiratory obstruc- 
tion. 

“The third general presenting complaint is a 


—— 
ss 


‘Morfit. H. Mason: Cancer of the Mouth and Neck, Postgrad. Med. 
20:283 (Sept.) 1956. 
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lump in the neck. To the patient, this is the entire 
complaint. He does not associate it with any lesion 
inside his mouth. He may find the lump while shav- 
ing. Unless the physician is aware that the common- 
est explanation for a mass in the lateral part of the 
neck in adults is a metastasis and that there is a pri- 
mary tumor, probably within the oral cavity respon- 
sible for it, these primary tumors might be missed. 
The patient has no warning that they exist, and the 
physician must look for them. To prevent being mis- 
led, he must know only this simple fact: A lump in 
the neck is probably a metastasis and the diagnosis 
remains incomplete until the primary tumor is 
found... 

“The salvage rates for these various lesions, ac- 
cording to location, are as follows: Our five year 
cure rate for lip cancer, including all cases both in 
early and advanced stages, is about 70 per cent; 
tongue, 28; floor of the mouth, 25; mucosa of the 
cheek, 29; palate, 31; gums, 26; tonsils, 18. 

“‘In reviewing our results, we divided the materi- 
al into early and late cases, the dividing line being 2 
centimeters in size, and found that if we can get pa- 
tients early—that is, when the lesions are smaller 
than 2 centimeters—we can almost double the cur- 
ability rate. That finding stands as a powerful argu- 
ment for the early recognition and effective treat- 
ment of these lesions. Our results are not as good as 
we would like, of course. There still are failures, as 
is true in all varieties of cancer.” 

It is unwise for the dentist to lull a patient into 
false security by keeping lesions that may be malig- 
nant “under observation.” It is as bad to subject 
these lesions to empiric treatment. It is even worse 
for the dentist to perform a biopsy or a surgical 
procedure in an area that may be the site of cancer. 

There is substantial evidence that suggests that 
nondefinitive surgery may cause a seeding of malig- 
nant cells into the lymph stream and the implanta- 
tion of cancer cells in other tissues. The dentist will 
serve best by making a prompt referral of all sus- 
picious lesions to a qualified oral surgeon who is 
prepared to perform the kind of major surgery that 
may be necessary. 
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Clinical and Laborato 


Wedge Inserter 
J. Robert Mayden, D.D.S., Crown Point, Indiana 


I. Use a dental bur to cut a round slot in the handle of a cotton 
plier. This makes a suitable instrument to use to force wood wedges 
between the teeth. 


A Surgical Retractor 
Philip Shiffman, D.D.S., Cedarhurst, L.I., New York 


2. A notched stainless steel table spoon makes a suitable retrac- 
tor for cheek and tongue tissues when placed in the pterygomaxil- 
lary notch during surgical procedures in the area of the maxillary 
tuberosity. 


A Gingival Retractor 
W. E. Chubb, Lt. (DC) USN, Key West, Florida 


3. Slip a pen point under the eraser in an ordinary pencil. This 
makes an ideal retractor for the gingival tissue when making the 
shoulder for a jacket crown preparation. 


READERS are Urged to Collect $10.00 
For every practical clinical or laboratory suggestion that 
is usable, DENTAL DicEst will pay $10.00 on publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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SUGGESTIONS .. . 


An Investment Debubblizer 
Robert Wooden, D.D.S., Jacksonville, North Carolina 


4. A satisfactory wetting solution for painting wax patterns be- 
fore investment is made by adding 15 drops of a liquid household 
detergent to 4 ounces of water. Surface tension is reduced and the 
investment will flow evenly over the wax patterns. 


Positive Retention of Temporary Aluminum Shell Crowns 
W. Bernard Mack, D.D.S., St. Louis, Missouri 


3. Apply a heavy coat of cavity varnish (Copalite) to the crown 
preparation. While the varnish is still wet, fill the aluminum shell 
crown with heated temporary stopping and have the patient bite 
the crown to place, One of the zinc oxide bases may be used instead 
of the stopping. 


A Gingival Stimulator 
Bernard Seff, D.D.S., New York 


G. A rubber polisher in an automatic amalgam plugger makes a 
good vibrator to use to stimulate and massage the gingival tissue 
during periodontal treatment. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 36 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Sugges- 


tions Editor, DentaL Dicest, 708 Church Street, Evans- 
ton, Illinois. 
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Diabetic Coma— 
Treatment 





\ 


Diabetic coma is always a medical 
emergency. It is reversible, however, 
if the diagnosis is made early and 
adequate treatment is given. 

Early administration of large doses 
of insulin is essential to successful 
therapy. Treatment in the hospital is 
advisable. If delay of hospitalization 
is anticipated, 20 to 50 or even 100 
units of insulin should be adminis- 
tered immediately. Insulin should not 
be given, however, until hypoglyce- 
mia has been excluded by testing the 
blood or urine sugar. 

The total insulin requirements in 
the first twenty-four hours is roughly 
proportional to the initial blood 
sugar. The insulin requirement may 
not be known until a second blood 
sugar determination measures the effi- 
cacy of the first dose. Insulin is given 
in divided doses and may be admin- 
istered as often as every fifteen to 
thirty minutes. If acidosis is severe, 
half of the initial dose is given intra- 
venously. If 50 per cent of the twenty- 
four-hour insulin requirement has not 
been given in three hours, adminis- 
tration is too slow. 

Dehydration and electrolyte losses 
are important features of diabetic 
coma. They include dry, inelastic skin, 
dry tongue and mucous membranes, 
and soft eyeballs. Both intracellular 
and extracellular fluid are lost, along 
with sodium, potassium, and phos- 
phate ions. Sodium losses lower the 
ratio of sodium to chloride, and rela- 
tive hyperchloremia appears. 

Normal saline is usually adequate 
for initial replacement therapy. The 
ideal solution is a slightly hypotonic 
mixture of sodium chloride and sodi- 
um lactate. Potassium and phosphate 
are preferably provided by diet. Par- 
enteral potassium is avoided unless 
urine output is adequate. 

Glucose should not be administered 
during the first hours of treatment. 
Glucose increases the insulin require- 
ment, contributes to potassium defici- 
ency, and invalidates the blood sugar 
as a prognostic sign. Hypertonic solu- 
tions are avoided. 

Gastric lavage is performed to over- 
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come acute gastric dilatation and to 
prevent vomiting and aspiration. Lav- 
age and an enema relieve distention 
and prepare the alimentary tract for 
food and fluids. 

Diagnosis of diabetic coma may be 
dificult. Weight loss, thirst, urinary 
frequency, and persistent glycosuria 
usually are noted. The finding of ace- 
tone or diacetic acid in the urine is 
an important warning. Headache, rest- 
lessness, nausea and vomiting, drow- 
siness, and air hunger should arouse 
suspicion. 





Root, Howard F.: Treatment of Di- 
abetic Coma, J. Chronic Dis. 2:121- 
135 (March) 1955. 


Psychosomatic 
Gastrointestinal 
Problems 


A: 





Motility, vascularity, and secretion 
of the gastrointestinal tract may be 
increased by anxiety, unexpressed 
anger and resentment, and frustrated 
desires for affection. Hypoactivity of 
the functions is caused by states of 
depression, loneliness and isolation, 
and apathy. The disturbances in 
physiology are mediated through the 
autonomic nervous system. 





In the upper tract, peptic ulce: may 
be produced by hypermotility, \ascu. 
lar engorgement, and increased secre. 
tion. In the lower tract an ulce-atiye 
colitis may be produced. Depression 
of motility and secretion and vascular 
pallor in the upper tract cause appe. 
tite disturbances. Underactivity in the 
lower tract results in constipation. 

Children with primary chronic pep. 
tic ulceration are often less aggressive 
than healthy children and have diff- 
culty expressing aggression and an- 
ger. When the need for a secure love 
relationship with the mother during 
infancy is not met, the search for af. 
fection and love may be carried into 
all areas of life. Reaction to emotional 
stress is with upper gastrointestinal 
hyperfunction because this organ is 
most important in the interpersonal 
activities of feeding during the first 
year of life. When hyperfunction con- 
tinues, ulceration may occur. 

Approximately 10 per cent of adults 
with ulcerative colitis are initially af. 
fected during childhood. Children 
with ulcerative colitis are depressed 
and struggle with anger and guilt 
toward hostile and rejecting mothers. 
The bloody diarrhea expresses the 
angry impulses that the child cannot 
deal with consciously. Stages in the 
disease can often be correlated with 
precipitating life situations. Psycho- 
therapy may be beneficial. 

Psychogenic vomiting may be an 
expression of hostility to parents who 
are forceful in the feeding situation, 
a reaction to actual or threatened loss 
of loved ones, a symbol of rejection 
of parental attitudes, a reaction of 
adolescent girls to fears and anxieties, 
and a nonspecific reaction to stress. 

Constipation is an expression of re- 
sistance and negativism. Toilet train- 
ing gives the child an opportunity 
to resist parental efforts. In adult life, 
resistance becomes unconscious. Many 
cases of infantile colic may be largely 
emotional in origin. The mother is 
often anxious, cold and emotionally 
rejecting. 

Treatment should not be directed 
solely to the local gastrointestinal le- 
sions, since function is disturbed on 
the autonomic nervous system and 
cerebrocortical levels also. A compre- 

(Continued on page 34) 
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Geauty aud Versatility 


A Perfect Combination with 


CERAMI-CROW\ 








High Fusing Porcelain Jacket Pontic (can be stained) 
Replaceable — but Predesigned for Safety 
Assurance of Perfect Alignment, Shape, Shade 
No Labial, Buccal Exposure of Metal 
Full Incisal and Occlusal Surface of Porcelain — Translucent 


Popular Shades 62, 65, 66, 67, 68, 69, 77, 81 


Approved by Dentists from Coast to Coast 
Used by better laboratories from Coast to Coast 


The attraction at dental meetings 





Write for Mold Chart — Technic Book 


For Single or Multiple Tooth Bridges 


DENTAL CERAMICS, INC. 


67 ALASKA STREET STATEN ISLAND 10, N. Y. 


Sales Distributor 


AMERICAN CONSOLIDATED MANUFACTURING COMPANY, INC. 


835 N. Nineteenth Street Philadelphia 30, Pa. 
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Slightly Controcersial 


It is an attribute of the creative 
mind that it must transcend the old 
order; before any new concept is 
established, the hold upon us of what 


we know must be broken. 


This originality may achieve 
no more manifestation than an 
extreme dissatisfaction with what 
already exists. And what already 
exists may only have as excuse 
for its existence the sanctity of 
age, the holiness of familiarity. 








So it may be with dental products. 
To move beyond requires courage; it 
requires the understanding that the 
established is not absolute. The faith- 
ful conformist has no chance of creat- 
ing anything. 





Thus it was with P. F. some 
years ago. P. F. (a posterior fill- 
ing) was a complete departure 
from the conventional. It match- 
ed the posterior teeth; it was ad- 
hesive enough to hold without 
undercuts; it was non-metallic. It 
was all that amalgam was not. 








As in all things, new P.F. had some 
bugs not apparent in the testing lab- 
oratory. These were corrected. Some 
over-optimistic use was curtailed. Now 
P.F. seems to have established a place 
in every dental office. 








But first let us digress. We 
have gone on record and we are 
repeating, the brush technic has 
caused more failures in plastic 
fillings than have the inherent 
defects of the acrylic filling ma- 
terials. And P. F. is not an acrylic. 
P. F. is a mineral plastic formu- 
lated to hold to the cavity walls 
without shrinkage, formulated to 
withstand abrasion, formulated 
to be a posterior filling material. 








Now, after five years of experience, 
we can unconditionally recommend 


P.F. for the following routine dental 
fillings. (1) All posterior one surface 
fillings such as class V types. (2) All 
class I types. (3) All posterior fillings 
where esthetics is of paramount im- 
portance, as in the mesial of the class 
IT in the lst premolar. P.F. should 
never wash out. 





As before mentioned, do not 
use the brush technic if you ex- 
pect to get the utmost out of P. F. 
fillings. All of the qualities that 
make P. F. what it is are a part 
of the powder. The brush technic 
uses far too much liquid and is 


absolutely inconstant. We have 
developed the “‘five—one” tech- 


nic for P. F. and PEARLon to in- 
sure that the qualities built into 
these filling materials will be in 
the filling you place. 











The “five-one” technic utilizes the 
smallest amount of monomer that can 
be used. This is important. It insures 
fillings that can actually be as perma- 
nent as a filling can be. This “five- 
one’ technic is described in a previ- 
ous issue. 





We had a personal experience 
with our Kal-Drox which bears 
listening to. Yours truly had a 
tooth-ache. Examination disclosed 
an under the gum cavity mesial 
on the upper left Ist molar, with 
fairly good access. So my dentist 
gave me an injection, removed all 
the decay with a round bur, and 
ended with a cavern. No under- 
cuts or cutting of sound dentine 
was done, as Kal-Drox is adhesive. 
The cavity was cleaned with al- 
cohol and then dried slowly but 
thoroughly. A_ goodly layer of 
Kal-Drox was applied and then 
covered with P. F. When the in- 
jection wore off, I knew I had 
a sick tooth, very sensitive to 
change in temperature. 














— 


— 


In two days the tooth became sen- 
sitive to pressure, became sore but 
did not throb. Eating shifted to the 
other side. At times I was thinking 
of extraction. But then I thought of 
the analogy of other live tissues of 


the body. . 





If a finger becomes infected, a 
certain amount of pain and dis- 
comfort is involved and we do 
not cut off the finger because of 
it. So I decided to stick it out. 
I knew that it took a certain 
amount of time for the odonto- 
blasts to recover from shock, ete. 
In about nine days, recovery com- 
menced. It continued steadily. 
One month later my tooth is ap- 
parently sound, and with only the 
normal response to heat and cold. 


I wonder how many teeth in my 
time I have recommended extracting, 
rather than have the patient undergo 
a certain amount of discomfort. But 
in those days, nothing was known 
about calcium hydroxide. Kal Drox 
is the preferable method of applying 
calcium hydroxide to a “sick” tooth. 
As a matter of fact, it is our practice 
and our recommendation that Kal- 
Drox be applied to all cavities where- 
ever depth allows. 








Regardless of your type of practice 
—P.F. and Kal-Drox should be in 


your dental office. 


P. F. and Kal-Drox have tran- 
scended the old order. Nothing 


remotely like them existed before. 


American Consolidated 
Manufacturing Co. 
$35 N. 19th St., 
Philadelphia 3, Pa. 








—, 
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AAL-DROX 


PREPARATION OF CALCIUM HYDROXIDE U.S.P,' 











PROVEN ... 


By a long record of clinical success, substantiated by repeat orders—oas a 
cavity lining or/and an insulating base under all types of filling materials. 


PLACED 


by brush with such gentleness no sensation 
is felt, against the deepest cavity, the 
thinnest pulpal wall. 


ADHESIVENESS 

to maintain placement during immediate or 
subsequent filling. 

SETS HARD 


to insulate from all pressure, irritation or to 
form a complete cement base. Sets hard 
5 to 7 minutes. 


CALCIUM HYDROXIDE 


to neutralize cement and silicate 
acids. 


RECOMMENDED 


in all deep cavities under all types of fillings 
and restorations. 


GOOD TO THE LAST “DROX” 











HAVE YOU HEARD ABOUT 
CERAMI-CROWN? 





THIS COUPON is worth $1.50 on KAL- 
DROX as illustrated ($4.50). Purchase 





thru your dealer or send us coupon and 
AMERICAN CONSOLIDATED smc. co., INC. aes Gos Go 
835 N. Nineteenth Street, Philadelphia 30, Pa. 
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hensive approach, including attention 
to psychic tension and to stressful in- 
terpersonal relations, brings the best 
results. 


Chapman, A. H., and Loeb, Doro- 
thy G.: Psychosomatic Gastrointestin- 
al Problems in Children, Ann. J. Dis. 
Child. 89:717-724 (June) 1955. 
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It appears that poliomyelitis is 
more frequent in pregnant females 
than in nonpregnant women. It is not, 
however, more severe or fatal. Preg- 
nancy is an added risk, particularly 
in the third trimester. Protein, elec- 
trolyte, and fluid balance must be 
carefully observed. Respiratory ob- 
struction, infection, and toxemia are 
constant problems. 

The usual supplemental sodium 
chloride should be omitted in preg- 
nant respirator patients after the fifth 
month of pregnancy because of the 
danger of hypertension. 

Pregnancy is terminated only for 
obstetric reasons with the exception of 
the few patients with acute severe 
progressive bulbar spinal disease in 
whom the fetus is viable. Such pa- 
tients need prompt tracheotomy, re- 
spiratory aid, and caesarean section. 

When the vital capacity drops to 
one-third or one-fourth of normal, 
respiratory assistance is mandatory. 
Management of pregnancy for respi- 
rator patients is greatly facilitated by 
positive-pressure devices which per- 
mit opening of the respirator. Abdom- 
inal palpation, fetal heart auscultation 
and rectal and vaginal examinations 
are then easily performed. 

Once a patient has become sta- 
bilized to respirator care, spontaneous 
labor and vaginal delivery are antici- 
pated. The uterine muscle usually con- 
tracts efficiently. Narcotics or barbitu- 
rates are not given. Sufficient relief 
during labor is usually provided by 
50 milligram doses of Demerol. De- 
livery on the respirator table is usual- 
ly feasible. 

Respirator care may become un- 
necessary shortly after delivery. Post- 
partum improvement is sometimes 
rapid. Respiratory assistance, how- 


Poliomyelitis during 
Pregnancy 
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ever, is always needed when vital ca- 
pacity remains 100 cubic centimeters 
or less for longer than three weeks. 
Termination of pregnancy in such in- 
stances does not improve vital capa- 
city. 

Pregnancy does not involve par- 
ticular problems in women who have 
completely recovered from _polio- 
myelitis. In ambulatory patients, how- 
ever, with residual paralysis, pneu- 
monitis and pyelocystitis may occur. 

Records show that the over-all ma- 
ternal mortality rate is about 5.2 per 
cent. There is a 5.8 mortality in the 
first trimester, a 3.1 per cent in the 
second trimester, and a 7.5 per cent 
in the third trimester. The total fetal 
loss is about 22 per cent. Abortion oc- 
curs in 13 per cent of the cases. 

Infants of mothers who had polio- 
myelitis early in pregnancy are small 
at term. There appears to be no intra- 
uterine transmission of the virus. 





Horn, Paula: Poliomyelitis in Preg- 


nancy, Obstet. Gynec. ©:121-137 
(July) 1955. 
Bad Myocardial 
= Infarction 
in Women 





The incidence of myocardial infarc- 
tion is lower in women than in men. 
The condition is seldom noted before 
the fifth decade in women. Premeno- 
pausal infarction is seldom due to 
spontaneous coronary arteriosclerosis. 
The sex differences in myocardial in- 
farction have been known for a num- 
ber of years. The reasons for the dif- 
ferences, however, are not clear. 

Several factors may contribute to 
a delayed onset of myocardial infarc- 
tion in women. Even in infancy, the 
intima of the coronary arteries is 
thinner in females than in males. The 
premenopausal woman does less heavy 
work, has a smaller heart and requires 
less coronary circulation than the 
male of the same age. 

Female sex hormones have wide- 
spread effects upon the vascular bed 
aside from the effect on cholesterol. 
During the premenstrual period, ar- 
terioles are dilated and capillary per- 
meability is increased. With the onset 
of menstruation, sensitivity of the 


small vessels to epinephrine is in- 
creased. Estrogen promotes the re- 
tention of sodium and water and, 
through changes in calcium metabo- 
lism, may have an indirect influence 
upon atherosclerosis. 

Loss of menstrual blood lowers the 
red cell mass, and in addition, fib. 
rinogen is lost. Periodic fluctuations 
in the platelet count during the men- 
strual cycle alter coagulability of the 
blood. 

Strong predisposing factors, such 
as hypertension, diabetes, or both, 
almost always exist when myocardial 
infarction occurs before the meno- 
pause. Other factors include poly- 
cythemia vera, coronary emboli due 
to valvular heart disease, and obesity. 





James, Thomas N.; Post, Henry 
W.; and Smith, F. Janney: Myocar- 
dial Infarction in Women, Ann. In- 
ternal Med. 43:153-164 (March) 
1955. 





New Reactions 


of Fiuoride 


Summary and Conclusions 
Evidence is presented that fluoride 
may interact with the keratin in 
enamel and alter its susceptibility 
to microbial attack. This is not 
surprising since it is known that 
some fluoride accumulates in those 
parts of the body where keratin is 
located. For example, chronic 
fluoride poisoning affects those 
structures that are of ectodermal 
origin and are regulated by the 
parathyroid; namely, the teeth, 
hair, nails, and the skin and its 
appendages, through which some 
fluoride is excreted. Fluoride is a 
neuro-toxin, and the central ner- 
vous system tissue contains neuro- 
organic components of enamel, 
which have heretofore been over- 
looked in research on the mode of 
action of fluoride, must now be 
considered if we are fully to under- 
stand the role of this element with 
respect to dental caries. 

From Journal of the New Jersey 
Dental Society. 27 :4 (April) 1956. 
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ODACHROME Slides 


... ideal for patient-education and lecture purposes 











Our files contain many interesting letters from dentists who are 
using these standard 2” x 2” KODACHROMES in various ways 
in their practices. Here is an excerpt from one of the letters: “I 
have received my package of KODACHROME slides and lecture 
material today and needless to say I think it’s wonderful.”—A. R., 
New York, 


You, too, will quickly recognize the value of these slides and 
lecture material which is ideal for use in all types of patient- 
education programs and in talks given before lay groups. There 
are 16 slides—reproductions from 16 of the most useful charts 
in the ever-popular series entitled Visual Education in Dentistry. 


promptly. 
[_] Bill my dealer. 


Dental Digest, 1005 Liberty Ave., Pittsburgh 22, Pa. 
(] Here is my check in amount of $18. Please send the 16 KODACHROME slides and lecture material 


The titles of the slides are outlined in the above illustration. A 
quick glance at them will enable you to visualize the potential 
value of the material in your practice. The slides fit any standard 
projector and the price, including appropriate lecture material, 
is only $18. 


We feel that you will find the KODACHROME slides most effec- 
tive for use at the chair. in explaining dental conditions to patients 
in language they understand. In addition, the slides are proving 
to be invaluable to dental societies, dental instructors, and clin- 
icians. The coupon is for your convenience in obtaining your set 
now. 
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NEW BRIDGEFORMS _ 


USING THESE CLEAR ACETATE 


“TWIN CROWN FORMS’ 
TWO TOOTH TEMPORARY BRIDGES ARE MADE 
QUICKLY AND EASILY 


FOR COMPLETE INFORMATION, WRITE TO 


preeeeoIATE.DENTAL CO., INC. 
220 WEST 42nd STREET NEW YORK 36,N. Y. 











CLINICAL AND LABORATORY SUGGESTIONS 
(See pages 28 and 29) 


Form to be Used by Contributors 


To: Clinical and Laboratory Suggestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 








Subject: 





Explanation of Procedure: 


Sketch: 


Suggestions submitted cannot be acknowledged or returned. 


$10 will be paid on publication for each suggestion that is used. 
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Oxygen and Blindness: 
Fluoride and What? 

Every week the American Medical As- 
sociation sends out a news release on 
some of the important articles that 
are to appear in the Journal and other 
Association publications. These are 
stories intended primarily for news- 
papers and other media of public 
communication. The news releases are 
skillfully done, considering that some 
of the subjects are highly scientific. 

One Sunday while reading the lat- 
est AMA release I came upon an 
article from the Archives of Ophthal- 
mology that might have a deadly par- 
allel in the dental field, a grim ana- 
logy. 

Three authors with unimpeachable 
connections, working under grants 
from the United States Public Health 
Service and the National Society for 
the Prevention of Blindness were re- 
ported to have said: 

“Premature infants should be given 
additional oxygen only in emergencies 
and then for as brief periods of time 
as possible, three Detroit researchers 
said today. 

“They based their recommendation 
on a recent study which showed that 
length of exposure to oxygen is the 
important factor in producing retro- 
lental fibroplasia, a serious eye dis- 
ease which may result in blindness. 
This differs from earlier studies in- 
dicating that the concentration of oxy- 
gen was the causative factor. 

“Retrolental fibroplasia was first 
recognized as a disease of premature 
infants in 1942 and is now the major 
cause of blindness among children. 
Oxygen administration to premature 
infants was implicated as a possible 
cause in 1952. 

“However, because the disease ap- 
peared to occur haphazardly and be- 
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— for retention in plastic fill- 
ings. So clear they become 
part of the filling itself, with 
no shadows or dark spots. 
Size of 700 tapered fissure 
bur. 
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SPRUE PINS plete burnout eliminates need 
of removing sprue after in- 
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PLASTIC teeth. Maintain position on 
pattern. Maintain rigidity in 
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that they eliminate grinding. 
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Volume 4 of Clinics On Paper was welcome news to 
many of the 5000 dentists who had purchased each 
of the three previous volumes. Since its introduction 
only a few months ago hundreds have purchased 
Volume 4 to complete their file of this valuable 
material. None of its 100 suggestions appeared in 
the preceding volumes. 


Like each of the three preceding volumes, Volume 4 
is printed in two colors on fine paper, and is indexed 
by subjects for easier reference. 


The price is only $1.50 per copy to regular sub- 
scribers to Dental Digest. To non-subscribers the 
price is $2.50 (note combination offer in coupon). 
Why not order your copy now for immediate delivery? 





Dental Digest 


Dr. 


1005 Liberty Avenue, Pittsburgh 22, Pa. 


Please enter my order as marked on the right. 
I understand immediate delivery will be made. 





[] Here is $1.50. Send one 
copy of Volume 4 of Clinics 
On Paper immediately. I ama 
subscriber to Dental Digest. 


(] Here is $6.50. Please enter 





Address 


my order on the basis of 16 
issues of Dental Digest and a 





City 


copy of Volume 4 of Clinics 
On Paper. I am not a sub- 





Dealer 


scriber to Dental Digest now. 




















BINDERS 


available for immediate delivery. 
Each holds a complete volume. 


Price, $4.00, Postpaid 


(Postage extra for shipment to other countries ) 


DENTAL DIGEST 


1005 Liberty Ave. 
Pittsburgh 22, Pa. 
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cause no information was available on 
death rates due to curtailing oxygen 
for premature infants, doctors have 
been reluctant to change their routine 
of oxygen administration. 

“The Detroit researchers now re- 
port that restricting oxygen not only 
lessens the chances of retrolental fi- 
broplasia, but also appears to have no 
effect on an infant’s chances for survi- 
val.” 

The grim analogy to which I re. 
ferred concerns the possibility that 
fluoride might be toxic in some way 
to some specific tissue and in a way 
that is now not known. 

In the case of this serious disease 
of the eye, that often leads to blind- 
ness, let us look at some facts: 

1) Oxygen was administered under 
hospital conditions. Oxygen is neces- 
sary for all life processes. No one 
knew that oxygen was toxic to the eye 
of the premature infant. 

2) The disease of the eye was 
“new” (first recognized in 1942) al- 
though oxygen has been given to pre- 
mature infants for the past 40 years, 
at least. 

3) There was a time lag of 10 
years between the time the disease was 
first described (1942) and until oxy- 
gen was implicated (1952). 

4) It was first thought, when the 
thought finally occurred to anyone 
(1952), that the concentration of oxy- 
gen did the damage. The recent re- 
port, four years later (1956), shows 
that it is the length of exposure to 
oxygen, rather than the concentration 
of the gas, that produces the serious 
eye disease. 

5) Finally, and this sentence must 
stand out boldly: “However, because 
the disease appeared to occur hap- 
hazardly and because no information 
was available on death rates due to 
curtailing oxygen for premature in- 
fants, doctors have been reluctant to 
change their routine of oxygen ad- 
ministration.’ Mind well: this state- 
ment was not made by a crank, a 
crack-pot, a health faddist, a chiro- 
practor. It is an official statement by 
the American Medical Association— 
as candid and as direct a statement on 
medical attitudes and practice as one 
would care to read. 
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WHERE DO WE STAND ON 
NEYORO PORCELAIN TODAY ? ? 


We are tremendously enthusiastic about it be- 
cause it is positively filling a need that has long 
been recognized in the profession. We are en- 
thusiastic about it because we have solved the 
mechanical problems of leak-proof bond, of non- 
cracking. We have one of the strongest and most 
corrosion-resistant porcelains, along with the 
advantage of its being low fusing. 


We have also made another new metallurgical 
contribution—and something entirely new in the 
field—a gold, Ney-Oro P-9, that has the strength 
as well as the convenient castability of the best 
bridge golds. 


Through the efforts and suggestions of many 
individuals in the field, surface texture and the 
illusion of depth in the body and simulation of 
incisal transparency have been and are continu- 
ing to be improved. “‘Progress Bulletins’, pub- 
lished especially for Neyoro Porcelain users, high- 
light continued developments. 


THE J. M. NEY | a 


HARTFORD CONN. 
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PREFABRICATED 
ACRYLIC 
JACKET CROWNS 

























Permanent, 
Semi-permanent, 
Temporary, or 
Post Crowns 


FRASACO STRIP CROWNS 


Transparent, Glassclear 


Frasaco Strip Crowns are 
Ras ee superior in every way. Wide 

prepare @ at the neck, they do not re- 
a beautiful, durable, § quire excessive trimming. 
well-fitting jacket at § Handle easier in the mouth. 





PRICES: one sitting. Prepare § Real Time Savers. 
Single front tooth crown...pc. $ 0.80 stump as usual, select 
. 32 CROWNS, ON ° 
Assorted Compartment Box, proper size Eve Crown, Handy A sina! np “att 
2 Se eRe oF 18.00 fill with self-curing | Haney Assortment of 12 Cen- 
Bicuspid or Molar ........ pe. 1.00 acrylic, and press over § pids, packed in 3 convenient 


compartmented boxes, or 32 
stump. Remove. Let pieces in one box. Available in 
Mould charts and directions for use harden completely. Ce-\§_,other assortments also. 

sent on request. ment in. 





Write for complete information. 


MEDIDENTA DENTAL SUPPLY CO. 


1420 SIXTH AVENUE AT S8TH STREET @ NEW YORK 19, N.Y. @ PHONE: PLAZA 3-1132 












































(Continued from page 38) May there be diseases that appear 
Now let us dentists exercise the haphazardly, to which we ascribe 
same kind of candor. other causes, that may actually be re- 


Because there are no figures avail- lated to the fluoride ion? This possi- 
able on morbidity and mortality rates bility requires soul-searching by both 
that show a connection between fluo- the dentist and the physician. Neither 
ridation and disease can we be certain can pass off the responsibility to the 
that no such relationship exists? other. 

Have we been reluctant to change 
our assumption and the routine of our 
thinking merely because some profes- 
sional organizations have adopted re- 
solutions approving fluoridation? 
This epidemic of resolutions has 
spread from one organization to an- 
other without critical review. That 
does not represent the usual method 
g0n0u0600 0 of science. 
we VOY Have we been guilty of the sweep- 
ing generalization? Have we protect- 
ed ourselves by saying “So far as our 
present knowledge extends we know 

















Atlantic City's of no harmful relationship between 
Newest Convention fluoridation of communal water and 
Hotel serious systemic disease.” Or have we 


stated categorically and with rigid 
The Jefferson with its new facilities dogmatic emphasis: “There is no re- 
for handling all convention groups is . i ete nee 
fast becoming Atlantic City's most lationship between fluoridation of 
popular convention hotel. communal water and serious systemic 


The Jefferson features an abundance . 9% , . : 
of Meeting, Banquet and Exhibition disease?” There is a world of differ 


Rooms fully equipped to handle your ence between these two statements. 
every need. Experienced personnel. Lo- One represents the skepticism of true 


cation ideal in heart of Atlantic City. : cae 

science; the other the rigidity of a 
WRITE @e PHONE e WIRE TODAY canines alas 
FOR DESCRIPTIVE LITERATURE P a ik a 

If the life-giving and life-sustaining 
Convention Manager element (oxygen) can cause blind- 
Pe neo eg ness, what possibility is there that the 
scien get fluoride ion, that is not necessary for 














life processes and is toxic, may cause 
other forms of serious disease? 

It took ten years after the eye dis. 
ease was first recognized to implicate 
oxygen and it took another four years 
to demonstrate that it was not the con- 
centration of the oxygen but the 
length of exposure to the gas that did 
the damage to the eyes. 

When we express ourselves as cock- 
sure that the concentration of fluoride 
in 1 part per million parts of water is 
perfectly safe what evidence do we 
have that the length of exposure to the 
fluoride ion is perfectly safe? The 
burden of proof of safety is upon us, 
the people who are supposed to be 
scientists. It is not upon the public to 
be required to show that fluoridation 
is harmful. What evidence do we have 
to prove that prolonged exposure to 
fluoride is safe, except the rough vital 
statistics from communities where 
fluoride appeared in the water supply 
under natural conditions? 

I am aware that anyone who at pre- 
sent questions the desirability of flu- 
oridation would not win first place in 
a popularity contest within the dental 
profession. I am also aware that any- 
one who questions “authority” is sub- 
ject to some abuse and ridicule. 

I was disturbed on the Sunday that 
I read the American Medical Associa- 
tion’s news release because I had the 
morbid feeling that there might be a 
bitter analogy between oxygen for the 
premature baby and blindness and 
between fluoride and the degenera- 
tive, life-destroying diseases of the 
adult. 

I certainly do not state that there 
is such a grim relationship between 
fluoride and systemic disease. I do not 
know of such a relationship and so 
far as I am aware no one else knows. 
Nor is anyone certain that there is not 
such a connection. There are many 
opinions on the subject. Most of them 
suggest that my perturbation on the 
subject is unjustified and that fluori- 
dation is entirely safe. I hope that in 
the long projection of time my fears 
will be proved unfounded. ] want to 
be wrong! Meanwhile, please do NOT 
place me in the camp of the antifluori- 
dationists. I prefer to remain within 
the “judgment suspended” group. 

—E. J. R. 
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PeEn-VEE: Oral 


Penicillin V, Crystalline (Phenoxymethyl Penicillin) 





a new penicillin 
for efficient absorption 
by the oral route 


For adjunctive therapy in penicillin-responsive oral infections. For ad- 
jJunctive prophylaxis in oral procedures, especially in patients with a 
history of rheumatic fever, congenital or valvular heart disease, diabetes 
mellitus. 


JOHN DOE, D.D.S. =< MeL HAN 
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Tranquilisers? 

Terminolgy / 
The term “tranquilizer” is being used 

to describe what are actually two bas- 

ically different types of drugs, those ve 
that affect the autonomic nervous sys-{  ——‘“‘“—~s~s*~sSC 

tem and those that do not. The auto- Dentist 
nomic nervous system is that part han it 
which controls the involuntary, or xl. Pe 
“automatic” functions of the body, (oe : Dy . 
such as respiration and heartbeat. we OO] ft ——————— ~ ne 


ombir 
Modification of Terms Suggested— the 











The two groups might better be called — —_—— Why | 
“autonomic suppressants” and “cen- ( _—" You m 
tral relaxants,” was the suggestion of nent | 
Frank M. Berger, M.D. at a confer- COLORS 
ence on meprobamate (Miltown or S. $. White Master Units are available j 
Equanil) and other tranquilizers held the following colors: THE 

Y i. Biscayne Blue Washington Coral 
by The New York Academy of Sci Pa Pitces eenten 
ences. Doctor Berger directed the re- Lakeside Green Washington Blue 
search that led to the development of Neptune Green Ivory Tan 

Black Mohogoany 

meprobamate. Snow White 


Difference in Effect — The two 
groups of tranquilizers differ from 
each other, not in the intensity of ac- 
tion, but in the kind of effect they 
exert, in their modes of action (as far 
as it is understood) and in their field 
of usefulness. The central relaxants 
appear to be of value primarily in the 
treatment of psychoneurotic condi- 
tions, while the autonomic suppres- 
sants are mostly useful in the treat- 
ment of psychoses. 

Agents Included Among Autonomic 
Suppressanits—In this category would 
be included the phenothiazine com- 
pounds, such as chlorpromazine, prom- 
azine and mephrazine; reserpine and 
related alkaloids of Rauwolfia; and 
diphenylmethane-derived compounds 
such as azocyclonol and hydroxyzine. 
All these drugs, it was pointed out, 
affect the autonomic nervous system 
to some degree. 

The Central Relaxants—The agents 
with no effect on the autonomic nerv- 
ous system would include meproba- 
mate and mephenesin, a muscle re- 
laxant. 

Other Classifications Possible—Up 
to the present time no pharmacologic 
test has been developed in which all 
drugs used as tranquilizers show a 
positive response. In the pretranquil- 
izer era, these drugs would have been 
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classified directly in accordance with 
some of their other pronounced and 
useful pharmacologic actions. 
Autonomic Depressants—The three 
major tranquilizers (chlorpromazine, 
reserpine, and meprobamate) Doctor 
Berger stated, would have been known 
as a potent hypnotic, a true sedative, 


and a long-acting muscle relaxant and 


anticonvulsant, respectively. 


Counteraction of Body 
Substances 
Several pharmacologic tests were 


described which in Doctor Berger’s 
opinion point up the essential differ- 
ences between the tranquilizers. These 
tests show (1) that the autonomic de- 
pressants counteract the effects of cer- 
tain body substances (acetylcholine, 
histamine, and serotonin) that regu- 


late autonomic function. (2) They 


produce a sleep pattern in the electro- 
encephalogram (the charted picture 
of the brain’s electrical potential) 
without necessarily producing sleep. 
(3) They block certain conditioned 
reflexes, perhaps by interfering with 
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r[mASTER UNITS 


offer 16 different assembly combinations 












Dentistry is no static profession! Take your own practice, for instance! It’s probably bigger 
han it was a few years ago—with more demand on your time—more call for your 
ill, Perhaps, too, it's more specialized—or becoming so. That's why the S. S. White 
Master Unit, styled by Henry Dreyfuss (one of America's foremost designers), makes 
th practical sense. It is designed to grow with the dentist. He can start with the assembly 
pmbination he needs at the moment—and keep adding the accessories required by 
he changing conditions of his practice. 


Why not look over your present equipment in relation to current and future needs? 
You may discover that an S. S. White Master Unit represents a more profitable invest- 
ment for you. Ask your dealer for a demonstration of its “add-as-you-grow” feature. 


THE S. S. WHITE DENTAL MANUFACTURING CO. 
Philadelphia 5, Pa. 


Styled by Henry Dreyfuss 
One of America’s foremost designers 


S. S. White-Master, Trademarks Reg. in U.S. Pat. Off. & Elsewhere 











the enzyme acting on the barbiturate. vironment. 


appetite), and catatonia (stupor). 
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memory, learning, and performance. it was explained, often become apathe- 
(4) They prolong barbiturate anes- tic, depressed, and lack initiative. 
thesia, perhaps by interfering with They experience an isolation from en- 


(5) They increase the hyperexcitabil- Central Relaxants—The central re- 
ity experimentally produced by strych- _laxants, it was emphasized, unlike the 
nine and lower the electro-convulsive other agents, do not affect the auto- 
threshold-point at which electric cur- nomic function in any way. They pro- 
rent will produce a convulsion. (6) In long barbiturate anesthesia only in 
monkeys they reduce aggressiveness, large doses and then only on an addi- 
but at the same time produce with- tive basis. Strychnine hyperexcitabil- 
drawal, listlessness, anorexia (loss of ity is not increased, but on the con- 
trary, can be counteracted by mepro- 


Normal persons taking these drugs, bamate. In the electroencephalogram, 


a nonspecific sleep pattern is not pro- 
duced, but discrete changes in the 
thalamic structures are noted. 

Hostility in Animals Reduced—In 
monkeys, hostility is reduced. While 
in this state the animals retain inter- 
est in their environment and retain 
their appetite. Normal human beings 
not under tension observe no somatic 
or mental changes after the admini- 
stration of these drugs. 

Anxiety and Tension in Persons Re- 
duced—tThe central relaxants have a 
marked relaxant effect on spastic mus- 
cles and hyperexcitable multineuronal 
reflexes. Persons suffering from anx- 
iety and tension also observe a dimi- 
nution of their symptoms that at times 
may be dramatic. 

Adapted from News Release, The 
New York Academy of Sciences 
(October 19) 1956. 


Nutrition in 
Pediatrie Allergy 


John P. McGovern, M.D. and 

Joseph I. Zuckerman, M.D. 

Allergic Symptoms 
(A) Skin— 

(1) Recurrent attacks of urti- 
carla. 

(2) Pruritis without observ- 
able skin lesions. 

(3) Atopic eczema. 

(4) Various bizarre  erup- 
tions such as discrete, macular lesions 
which itch and excoriate so easily that 
they may be described as “blisters” 
by the patient. 

(B) Respiratory System— 

(1) Chronic or recurrent so- 
called allergic “colds.” 

(2) Chronic nasal obstruc- 
tion, with or without watery discharge. 

(3) Itching of the eyes and 
nose, especially common in children. 

(4) Recurrent attacks of sneez- 
ing, frequently attributable by the 
patient to change in temperature. 

(5) Paroxysmal attacks of 
croup, or croupy cough, more fre- 
quent in children but sometimes oc- 
curring in adults. 

(6) Recurrent attacks of 
coughing without any evidence of in- 
fection and with or without mild 
wheezing. 





Mr. Daniels 
was willing to 
be bombed 


DMIRALS smiled when, in 1921, he 
claimed air power could sink battle- 
ships. Josephus Daniels, the Navy secre- 
tary, said: “he was prepared to stand 
bareheaded on the deck of a battleship 
and let General Mitchell take a crack at 
me with bombing airplane.” 

But in an actual test, the most heavily 
armored dreadnaught ever built sank in 
minutes under the sledge-hammer blows 
of the world’s first 1-ton bombs—bombs 
built to Billy Mitchell’s order. 

In his early fight for a strong air force, 
Mitchell eventually saw very dark days. 
Yet he never lost faith in the American 
people, nor they in him. For they recog- 
nized his clear foresight and fighting 
heart as part of the real American spirit. 

It is this courageous spirit that makes 
America strong—so strong, in fact, that 
our country’s Savings Bonds are re- 
garded as one of the finest, safest invest- 
ments in all the world. 

Why not take advantage of that 
strength? Use United States Savings 
Bonds to guard your future, and your 
country’s future. Invest in them regu- 
larly —and hold onto them. 


The U.S. Government does not pay for this advertisement. It is donated by this publication in 
cooperation with the Advertising Council and the Magazine Publishers of America. 





It’s actually easy to save money— 
when you buy United States Series E 
Savings Bonds through the automatic 
Payroll Savings Plan where you work! 
You just sign an application at your 
pay office; after that your saving is 
done for you. And the Bonds you re- 
ceive will pay you interest at the rate 
of 3% per year, compounded semi- 
annually, for as long as 19 years and 
8 months if you wish! Sign up today! 


Safe as America— 


US. Savings Bonds 
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Permanent Records Are Important... 
Do you have a permanent record of the 
mouth of each of your patients? This type 
of record is tremendously important, and 


» easy to accomplish. Use the Ryan Treat- 


ment and Examination Chart as illustrated 


: here. It is being widely used and is ac- 
_ claimed the most practical chart for record 


purposes. Use it cn one case ... and you 
will want to use it on every case. The 
coupon is for your convenience. 


Dental Digest 
1005 Liberty Ave., Pittsburgh 22, Pa. 

Here is $1.50 for a pad of 50 Ryan Ex- 
amination and Treatment Record Charts. 
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(7) Recurrent attacks of 
bronchial asthma. 

(8) Redness and granulation 
of the palpebral conjunctivae hat 
shows little change with time. 

(9) Swollen, watery, pale in- 
ferior nasal turbinates with “pigskin- 
ning,” at times without nasal symp- 
toms, except “stuffiness.” 

(10) Residual wheezing brought 
out by deep breathing and coughing, 
or by forced expiration. 

(C) Central Nervous System— 

(1) Recurrent headaches, 
without definite pattern but more like- 
ly to occur during the night or early 
morning hours, usually frontal or gen- 
eralized. 

(2) Attacks of undue drowsi- 
ness which are generally foreign to 
patient; likely to occur after dinner 
in the evening preceding an attack of 
migraine. 

(D) Gastrointestinal System— 

(1) Belching, bloating, colic 
(frequent in children), chronic full- 
ness, flatulence, attacks of mild nau- 
sea. 

(2) Recurrent attacks of mild 
diarrhea. 

(3) Regurgitation or retast- 
ing of food for some time after eating. 

(4) “Heartburn” occurring 
chronically in adults and frequently 
associated with a major allergic dis- 
turbance. 

(5) Celiac syndrome. 

(E) Musculo-Skeletal System— 

(1) Recurrent attacks of sore- 
ness, pain, and/or swelling about the 
joints, tendons, and muscles without 
fever. 

(F) Genitourinary System— 

(1) Attacks of frequency of 
urination, with or without pain and 
without apparent cause. 

From Borden’s Review of Nutrition 
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